Aims: A number of intervention studies have shown that therapy with angiotensin receptor blockers, such as irbesartan, can improve metabolic parameters and reduce the incidence of diabetes mellitus. It is unknown whether this observation also holds true in routine clinical settings.
Introduction
The metabolic syndrome which describes the concomitant presence of visceral obesity, insulin resistance or glucose intolerance, atherogenic dyslipidemia and hypertension is highly prevalent (approximately 25%) in Germany. The risk of developing diabetes mellitus type 2 for subjects with the metabolic syndrome is increased fiveto nine-fold [1, 2] . In addition, all components of the metabolic syndrome are common cardiovascular risk factors. Therefore patients with this syndrome have a two-four fold increase in risk for cardiovascular disease and death [3] .
Large clinical trials evaluated the effect of angiotensin receptor blockers (ARB) on cardiovascular end points, generally showing very positive results. Therefore ARB and ACE-Inhibitors are now considered first line therapy in hypertensive patients with the metabolic syndrome [4, 5] . An analysis of co-morbidity showed that such therapy also substantially lowers the risk for type 2 diabetes compared with other antihypertensive drugs and compared with placebo [6] [7] [8] . Furthermore, it lowers cardiovascular mortality independent of its antihypertensive effects. The reduced incidence of diabetes in ARB trials was associated with lowering of blood pressure, but independent of other predictors for diabetes development. Furthermore, an anti-inflammatory effect by treatment was observed, as well as an influence on the metabolism of free fatty acids, which could mediate the observed reduction in type 2 diabetes incidence. On the other hand, a recently published intervention trial which specifically aimed at reducing the incidence of type 2 diabetes with the ACE inhibitor ramipril failed to show a significant reduction in new onset diabetes, although average glucose concentration was decreased compared to placebo [9] .
Thus, a large body of data indicates that interfering with the angiotensin system has positive effects on metabolic parameters. However, it is unknown whether these positive effects can also be observed in daily routine clinical practice, although recently published data from a post authorization trial indicate that this may be the case [10] . We therefore conducted an observational study in a large group of German hypertensive patients. The aim of this study was to evaluate the effect of irbesartan with and without hydrochlorothiazide on parameters of glucose metabolism, lipid metabolism, renal function, and blood pressure.
Methods
A total of 3259 patients participated in this prospective, 6 month, open-label, observational, post-authorization survey. The patients were recruited from 649 general practitioners throughout Germany, who included up to 5 subsequent patients who fulfilled the inclusion criteria specified below and who at the time of the index visit were either already on irbesartan therapy or in whom irbesartan therapy was started at that time point. All subjects had elevated blood pressure (>130/85 mmHg or antihypertensive therapy). In addition, at least two of the following criteria were present: abdominal obesity (waistcircumference >102 cm (male) or >88 cm (female)), elevated triglycerides (>150 mg/dl), decreased HDL-cholesterol (male <40 mg/dl, female <50 mg/dl), elevated fasting glucose (>110 mg/dl). The characteristics of the subjects are shown in Table 1 .
Each subject was evaluated three times: At baseline (index visit), after three months and after six months. Patients were evaluated using a standardized form with which data on duration of hypertension, duration of metabolic syndrome, nicotine and alcohol consumption, blood pressure, pulse, weight, height, waist circumference, medications, lab-values (HbA1c, fasting glucose, fasting LDL-cholesterol, fasting HDL-cholesterol, fasting triglycerides, creatinine, hs-CRP, gamma-GT) were collected.
Mean and standard deviation as well as median and range were used to describe the population. t-tests were used to evaluate intergender differences, differences between diabetic and non-diabetic patients, and differences between different doses. Non-parametric tests were used for statistical evaluation were appropriate. SAS, version 9.1 was used for statistical analysis. The analysis was performed by GKM -Gesellschaft fuer Therapieforschung, Munich, Germany. 
Results
In this cohort of German hypertensive patients 49.1% did not take any antihypertensive medications at the index visit, while 50.9% were taking at least one antihypertensive drug. At baseline 423 patients (13.2%) were taking irbesartan, while in all others irbesartan therapy was initiated at the index visit. Furthermore, the patients were also taking a significant number of other medications (Table  2 ). This concomitant medication did not change during the observation period.
In Within the observation period (6 months) systolic blood pressure decreased from 157.4 ± 14.7 mmHg to 135.0 ± 10.9 mmHg (-22.3%). Diastolic blood pressure decreased from 92.9 ± 9.2 mmHg to 80.8 ± 6.8 mmHg (-12.1%). Thus, the rate of patients with systolic blood pressure <130 mmHg increased from 1.6% to 20.4%. While the rate of patients with systolic blood pressure >180 mmHg decreased from 9.4 to 0.4%. Similarly, diastolic blood pressure was <85 mmHg in 15.7% at the index visit and 67% after 6 months of therapy. The rate of patients who had blood pressure <140/90 mmHg increased from 4.9 to 59.2%.
During the observation period the body weight decreased from 91.4 ± 15 kg to 89.3 ± 14.6 kg (-2.2%). This decrease was somewhat more pronounced in men (-2.5%) than in women (-1.4%). Similarly waist circumference decreased from 106.4 to 104.3 cm (all: -2.1%; men -2.6%; women -1.3%).
The effect on metabolic parameters is shown in Table 3 .
Overall we observed a reduction in HbA1c, fasting glucose, LDL-cholesterol, fasting triglycerides, Hs-CRP, Gamma-GT and an increase in HDL-cholesterol. Generally, these changes in metabolic parameters were more pronounced in patients receiving 300 mg irbesartan/d compared to those receiving 150 mg/d (Table 4 ). The effect on metabolic parameters was independent of the medication that the patients were receiving at the index visit.
All metabolic changes were more pronounced in men than in women, in younger (<62 years) than in older (≥62 years), in more obese (BMI ≥30 kg/m 2 ) than in leaner patients. HbA1c and fasting glucose reduction was significant in diabetic and non-diabetic patients, but was much more pronounced in those with diabetes. All other parameters decreased in diabetic and non-diabetic patients, however, improvement was overall more pronounced in patients with diabetes ( Figure 1 ). Within the group of diabetic patients we did not observe an influence of the underlying anti-diabetic treatment on the metabolic efficacy of irbesartan (data not shown). In a multivariate analysis it was shown that changes in HbA1c and glucose were mostly related to BMI while changes in LDL-cholesterol and triglycerides were related to age. Furthermore, triglycerides, HDL-cholesterol and HbA1c were correlated with sex.
All metabolic changes were significantly correlated with the changes in blood pressure, although the correlation coefficients were low (Table 5) . Changes in systolic blood pressure correlated best with changes in HbA1c, while changes in diastolic blood pressure correlated best with changes in LDL-cholesterol and triglycerides.
Discussion
In our study performed in routine clinical practice six months of irbesartan therapy resulted in a considerable improvement in a number of metabolic parameters. We observed a significant reduction in HbA1c, fasting glucose, LDL-cholesterol, fasting triglycerides, gamma-GT and hs-CRP. These changes in metabolic parameters were somewhat dose dependent, thus more pronounced in patients receiving 300 mg irbesartan compared to those receiving 150 mg/d. Concomitant therapy with thiazide did not affect these changes. Overall the metabolic changes were more pronounced in men and more pronounced in overweight and obese subjects. The observed changes were strongly related to changes in blood pressure.
Our observations are consistent with previous intervention trials. Large clinical trials showed that ARB therapy substantially lowers the risk for type 2 diabetes compared to other antihypertensive therapies or placebo [6] [7] [8] . Furthermore, in a recently published subanalysis of the Treat to Target post authorization survey in 14200 patients very similar results were observed. There was a significant improvement in blood pressure and metabolic risk factors as a result of Irbesartan treatment. Similar to our study there was no evidence of a difference between monotherapy and combination therapy with hydrochlorothiazide with regard to the cardiovascular risk profile [10] . While Kintscher and colleagues [10] investigated hypertensive patients with and without metabolic syndrome, we studies only metabolic syndrome patients including a large number of diabetic patients. Despite this difference the over-all results are very similar indicating that a broad range of patients benefit from such therapy with respect to metabolic parameters. However, it should also be noted that in both studies patients with supposedly more severe insulin resistance benefited the most.
In addition, a number of small clinical trials have evaluated the effect of ARB therapy on individual components of the metabolic syndrome particularly on glucose metabolism [11] [12] [13] . It is currently unclear whether individual ARB differ in their potential to improve metabolic parameters, although telmisartan and irbesartan seem to be particularly powerful in this respect [14, 15] .
Several mechanisms could link ARB therapy with an improvement in metabolic parameters. ARB may improve insulin sensitivity by affecting inflammatory processes and altering free fatty acid concentration and/or metabolism [16] . Furthermore, ARB could directly stimulate PPAR-gamma [17] [18] [19] .
Our study extends the known findings to the "every day" routine clinical practice. The magnitude of improvement is similar to that seen in placebo controlled intervention trials. It is however important to confirm these studies in more typical settings, because patients included in placebo controlled intervention trials are usually highly selected which could bias results. On the other hand our open-label, observational design also results in considerable limitations. Thus, it should be noted, that all subgroups including those that were already on ARB therapy or ACE inhibitor therapy at the beginning benefited with respect to their metabolic parameters. This indicates that part of the improvement in metabolic parameters is related to the fact that the patients were included in this observational study (study-in effect). Notably, we also observed a small but significant decrease in body weight, which also indicates that some of the beneficial effects observed during the study are related to the study-in effect. On the other hand, as outlined above, irbesartan stimulates PPAR-gamma dependent pathways and thus results in an altered flux of free fatty acids, which may affect nutritional behavior and caloric intake. Furthermore, metabolic improvement was related to blood pressure reduction. It therefore cannot be decided whether the improvement in metabolic parameters is specific for irbesartan (or ARB therapy) or the result of blood pressure reduction. However, a number of large intervention trials have shown that the effect of ARB therapy on metabolic parameters reaches beyond blood pressure reduction.
Conclusion
The present study indicates that hypertensive patients with metabolic syndrome with and without diabetes benefit from irbesartan therapy not only with respect to blood pressure reduction but also with respect to a significant improvement of metabolic parameters such as glucose, lipids and liver values.
Effect of irbesartan on metabolic parameters in diabetic and non-diabetic patients with metabolic syndrome Figure 1 Effect of irbesartan on metabolic parameters in diabetic and non-diabetic patients with metabolic syndrome. All changes from baseline are significant (p < 0.001). Differences between diabetic and non-diabetic subjects are only significant for HbA1c (p < 0.0001), fasting glucose (p < 0.0001), and HDLcholesterol (p = 0.05), while differences between diabetic and non-diabetic patients were not significant concerning triglycerides (p = 0.148) and LDL-cholesterol (p = 0.819). 
